
which had troubled him continuously since the preceding
January. The itching was so intense that he found it necessary
frequently to stop all work, and to obtain momentary relief by
scratching. He had tried various local and internal remedies
without relief.

Physical Examination.—The head, thorax and abdomen were

negative. The skin about the genital region was reddened,
thickened and rough. There were no edema and eruption.
The urine was negative for albumin and sugar.

Treatment and Result.—Since the usual methods of treat¬
ment gave only momentary relief, it was decided to discover
and remove the etiologic factor if possible.

Skin tests were made with the proteins of all the foods
eaten during a period of one month. There was a + + reac¬
tion to pork, with doubtful reactions to potato and milk.

Pork was eliminated from the diet. In seven days, the
pruritus disappeared and has not returned during the last six
months.

Case 2.—History.—H. B., farmer, white, aged 25, consulted
me, Oct. 5, 1920, complaining of intense itching over the entire
body, of five weeks' duration. He had consulted several physi¬
cians who had prescribed the usual local and systemic remedies
without result. The family and personal histories were nega¬
tive for asthma and allied conditions.

Physical Examination.—This was negative except for a

slight roughening of the skin and a few excoriations caused by
scratching.

Treatment and Results.—Skin tests were made, using the
proteins of buckwheat, milk, egg, pork, coffee, corn, tomato
and chicken. There was a + H—h reaction to potato and a
+ reaction to buckwheat. The elimination of potato and
buckwheat from the diet for nine days gave complete relief for
five days, when potatoes were again eaten. The itching
recurred in two days. Potato was again eliminated from the
diet, with complete relief. There has been no recurrence of
symptoms in three months.

Clinical Notes, Suggestions, and
New Instruments

A CASE OF BORAX POISONING

Caryl Potter, M.D., St. Joseph, Mo.

On account of the discussion between pure food experts
and manufacturing concerns regarding the toxicology of
borax, the case herewith reported is important from a phar-
macologic and economic standpoint.

REPORT OF CASE

Mr. K., aged 66, a painter, who had formerly been in
excellent health, felt slightly constipated and at 8 a. m. took
from a marked bottle about an ounce of what he thought was

a proprietary saline cathartic. Within fifteen minutes, he
was seized with violent epigastric cramps, accompanied by
attacks of retching and vomiting, coming on at from five to
ten minute intervals. A physician was called, who made a

diagnosis of acute indigestion and ordered milk of magnesia.
At 10: 15 a. m. I was hurriedly called. When I arrived the
patient's pulse was weak, the extremities were cold and
clammy, there was cold sweat on the forehead and cyanosis. At
five minute intervals he would cry out that he was strangling
or choking, and he almost strangled when a little whisky
was administered. The lips were slightly cyanotic. At inter¬
vals of a few minutes he cried out with pain in the epigas¬
trium and then immediately after he would grasp his throat
and complain of difficulty in swallowing, of choking and
strangling. Notwithstanding active, hypodermic stimulation
(V20 grain of strychnin and 2 c.c. of camphor in oil), he died
in one of these paroxysms one hour after my arrival. There
was no lead line on the gums or other symptoms present or

past to suggest lead colic.
Necropsy was advised and permitted by the family. The

bettle, one-half filled wkh the powder taken by Mr. K., was

saved. Necropsy, performed at 4 p. m. by my associate, Dr.
L. H. Fuson, revealed nothing abnormal. Chemical analysis
of the contents of the stomach demonstrated the presence of
IV2 ounces of borax. The bottle contained pure borax.

comment

At the coroner's inquest it was shown that the deceased's
mother-in-law, about 80 years of age, had filled the empty
saline bottle with borax without informing the family or
changing the label, and that it had been placed on the medi¬
cine shelf by another member of the family who thought it
was a bottle of saline laxative.

The coroner's jury returned a verdict of accidental borax
poisoning.

CONCLUSIONS

This was a cleancut case of borax poisoning, conforming
in every respect to the clinical picture.

The necropsy findings were otherwise practically negative,
for the cause of sudden death and the etiology of the poison¬
ing were demonstrated beyond peradventure.

This case demonstrated that borax is a potent poison when
taken in large quantities. It should be labeled poison, and
should not be used carelessly without a definite understand¬
ing that it has fixed toxicologie properties.

120 South Seventh Street.

BRAIN ABSCESS OF OTITIC ORIGIN WITH
EPILEPTIFORM ATTACKS

DECOMPRESSION FOLLOWED BY RECOVERY *

Carl Marion Sautter, M.D., New York

W. C, a boy, aged 13, rated as a first year high school
student in a private school, became ill during the early part
of January, 1920, with paratyphoid. While convalescing he
was brought in contact with a case of measles. Shortly after
this he also developed measles, and had apparently recovered
from this when he complained of a severe pain in the left ear.
His physician within a few hours called in consultation an
aurist. An acute suppurative otitis media of the left side was

diagnosed, and an incision of the drum performed. Irrigation
with boric acid solution was made every three hours. On the
fourth and fifth days the patient became nervous and restless,
and suffered somewhat from insomnia. His temperature range
was from 100 to 102.5 F.

February 18, I was asked by Dr. Alexander Schmitt to see
the patient. His temperature at this time was 103 F. He was

extremely nervous, apprehensive and rather septic in appear¬
ance. The right ear was perfectly normal. From the left ear
came a profuse yellow discharge of pulsating character. It
was difficult to keep the canal wiped. The incision made
previously appeared to be extensive, and afforded all the
drainage possible. At this time slight tenderness was elicited
directly over the mastoid antrum. A smear was taken and
later reported as. showing a pneumococcus. A specimen of
urine was negative for albumin and sugar.

The nurse was instructed to irrigate the ear every hour
with boric acid

 

solution, and even at intervals during the
night. The patient was seen daily and the canal cleansed. In
spite of the utmost care the discharge remained, pulsating and
very profuse, although there was no sagging of the drum.
The insomnia persisted. On the 21st and the next two days
the temperature' range was from 100 to 105 F. The tenderness
had increased over the mastoid, extending well over the
temporal and zygomatic regions, but none over the tip. Any
increased tenderness over the meningeal area is significant
of operative interference, especially with a ten day history of
aural discharge. At this time a simple mastoid operation was
advised. The same day a roentgenogram was taken at St.
Luke's Hospital. This revealed an increased cloudiness of
the left side and a most unusual extensive pneumatic mastoid
bone. The cells were extremely high over the zygoma and
temporal plate ; the tenderness corresponded exactly to the
location of these cells.

Read before the Otological Section of the Academy of Medicine,May 14, 1920.
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The patient was removed to the Misericordia Hospital, and
a simple mastoid operation was performed. The cells were

numerous and extensive, especially in the middle fossa and
overlying the temporal bone, where they were more super¬
ficial. Free pus was found in these with granulations, but
very little in the mastoid tip. The cells were thoroughly
curetted to the plate, but neither sinus nor dura was exposed.

Next day the temperature receded to normal and remained
normal, and the patient was apparently making an uneventful
recovery. The mastoid wound was looking fine, with a
diminution of discharge and no discharge from the canal.
However, March 4, that is, ten days from the date of the
operation, I was informed that the patient was having a con¬
vulsion. When I arrived at the hospital an hour later, the
boy was still in convulsions. He was in a deep coma, with
respiration only at great intervals, and then a convulsion,
which was more or less generalized. The patient had been in
good condition until about an hour previous to the attack,
when he tried to ask for the urinal bottle, which he seemed to
recognize but could not name. There had not been chills or
headache. The respiration and pulse rates were normal.
There was some difference of opinion as to whether the con¬
vulsions in the beginning were more right sided than left
sided. There was no history of any former attacks of
epilepsy, and the family history was negative. Oxygen was

given while the operating room was being put in readiness.
With the history of the word aphasia symptom and the con¬
vulsions probably due to a local meningeal edema, I per¬
formed a decompression. There were no adhesions of the
dura, but a slight discoloration ; my light was poor at this
time, but the case was urgent. The middle fossa was
uncovered and the temporal plate removed, about an inch in
diameter, extending directly over the ear. A vertical linear
incision was made through the dura about an inch in length.
This released what appeared to me as coffee-ground blood,
with a small piece of organized clot or slough. A grooved
director was passed forward, inward and backward in the
brain substance in the various directions in the effort to
locate an abscess, but with no success. A cigaret drain was
inserted and the wound left open. In the afternoon of the
same day the patient had apparently regained his normal self.
His reflexes were normal and equal. His conversation was

coherent and rational. There was no aphasia or ocular nys¬
tagmus. At this time Drs. D'ench and Garretson were called
in consultation. The fundi were negative. There was no

nystagmus. All reflexes were normal. Those of both upper
and lower extremities were slightly exaggerated, but normal.
Abdominal and cremasteric reflexes were normal and equal.
The muscle tonus was normal throughout. Sensation (tactile,
pain, temperature and muscle sense) was normal. On exami¬
nation, the right ear at this time proved to be normal. Uri-
nalysis was negative. Examination of the spinal fluid and
blood gave a normal cell count and negative Wassermann
reaction. At the end of four days the patient continued nor¬

mal with no elevation of temperature. The drain was com¬

pletely removed at this time, having previously been shortened
or successive dressings. There was no pus or exúdate coming
from the wound.

March 10, in the morning, there was a distinct hesitation in
the patient's speech, rather stumbling in character, with
irrelevent and monotonous phrases. He spoke of seeing his
father, who had died shortly after the boy's birth. There was

no nystagmus, over pointing or stiffness of the neck. The
reflexes were normal. There was no deviation of the tongue
or twitching of the mouth. The condition remained about the
same during the day except for continued motor aphasia with
an inclination to vomit. However, at 6 o'clock the same even¬

ing they informed me that he was again having convulsions.
I reached his bedside, about forty-five minutes later, when
the patient was having convulsions at intervals, but was not
in the deep comatose state that he had been in at the previous
attack. His contractions were evidently right sided, involving
the face and the limbs. He was immediately removed to
the operating room, where I extended the removal of the
temporal bone on a line with the supra-orbital ridge and about
1 inch in front of the ear. A new vertical linear incision was

made, and a grooved director passed forward and downward

about an inch toward the frontal'convolutions. At the second
passing, a teaspoonful of rather blood-stained pus was
exacuated. A cigaret drain was placed. The next day the
temperature was about 101 to 102. The reflexes were normal
and the patient was fully oriented. The second day the tem¬
perature was still at 102. In the morning, when the drain was

removed, a considerable amount of thick exúdate was found
behind it.

.

Instead of replacing the cigaret drain, I rolled
and inserted a small piece of rubber at the base of the abscess.
Following this the rubber drain was removed twice daily and
the patient's temperature dropped to about 99. About this
time he developed pain in the eye. Dr. Conrad Berens, Jr.,
reported vision 20/15 and normal fundi. Two days later the
patient developed another slight rise in temperature, which
was due to the development of an abscess beneath the tem¬
poral muscle. This was readily drained, and the tempature
dropped to normal and remained so until his complete resolu¬
tion, April 19. No hernia had developed in this case, and the
hearing was 20/20. Up to about a week ago when I last heard
from this patient he was in good health and apparently quite
normal.

COMMENT

Acute brain abscess cases rarely complicate acute otitis
media, and even less so the epileptiform attacks. If an abscess
has been located and drainage established and maintained,
resolution is the natural course, if located early enough. Of
course, there is always the possibility of the abscess ruptur¬
ing, inundating the ventricles or the subarachnoid space, and
causing a suppurative meningitis. At the first" decompression
the symptoms pointed more to an abscess or pressure of the
sensory speech center of the left temporosphenoidal lobe,
while the distinct motor speech symptoms prior to the second
attack made it evident that further involvement existed,
farther forward in the frontal lobe.

It seemed to me that the simple rolled rubber drain proved
most effective in maintaining the drainage. This, of course,
was gradually shortened, allowing granulations to fill in from
the bottom and to wall off the meninges.

11 East Forty-Eighth Street.

ARTIFICIAL PNEUMOTHORAX IN FRACTURED RIBS
Angelo L. Soresi, M.D., New York
Visiting Surgeon, Greenpoint Hospital

This is a preliminary note on the use of artificial pneumo¬
thorax in the treatment of fractured ribs, which seems a new
and very useful application of artificial pneumothorax. In
fractured ribs it is a common practice to strap the patient
with adhesive plaster, so that the ohest is put at rest and the
patient saved from the often excruciating pain caused by the
movement of the fractured ribs. However, it is evident that
when there is a complete fracture of the rib, not only is such
strapping ineffectual, but also it may be dangerous and later
cause deformation of the chest.

If there is no injury of the lungs or of the pleura, the best
manner to prevent expansion of the chest would be by resort-
ing to artificial pneumothorax, which obviously puts the
affected thorax at complete rest. I have used this means in
one case in which the sixth, seventh and eighth ribs were
broken, and strapping had not relieved pain. Immediately
after the application of the artificial pneumothorax the patient
felt absolutely comfortable and remained so. Injections of
nitrogen were repeated three times. Artificial pneumothorax
can be said to be so safe nowadays in the hands of competent
surgeons that there cannot be objection to its use in the treat¬
ment of fractured ribs.

220 West Fifty-Ninth Street.

Hospital Ventilation.—There is really no question as to
the value of good ventilation in the hospital. This is one
of the places where such ventilation is absolutely necessary,
and in remodeling or rebuilding the thought should be kept
in mind of just how to go about it to secure the right kind
of ventilation every hour of the day and night.—C. A. Eddy :
Hospital Management 9:44 (Jan.) 1920.
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